Intermittent hypoxia (IH) is most often thought of for its role in morbidity associated with sleep-disordered breathing, including central nervous system pathology. However, recent evidence suggests that the nervous system fights back in an attempt to minimize pathology by increasing the expression of growth/trophic factors that confer neuroprotection and neuroplasticity. For example, even modest ("low dose") IH elicits respiratory motor plasticity, increasing the strength of respiratory contractions and breathing. These low IH doses upregulate hypoxia-sensitive growth/trophic factors within respiratory motoneurons but do not elicit detectable pathologies such as hippocampal cell death, neuroinflammation, or systemic hypertension. Recent advances have been made toward understanding cellular mechanisms giving rise to IH-induced respiratory plasticity, and attempts have been made to harness the benefits of low-dose IH to treat respiratory insufficiency after cervical spinal injury. Our recent realization that IH also upregulates growth/trophic factors in nonrespiratory motoneurons and improves limb (or leg) function after incomplete chronic spinal injuries suggests that IH-induced plasticity is a general feature of motor systems. Collectively, available evidence suggests that lowdose IH may represent a safe and effective treatment to restore lost motor function in diverse clinical disorders that impair motor function.
Intermittent hypoxia (IH) has been the focus of considerable research in recent years, increasing awareness of its biological and clinical significance (2,470 "hits" for intermittent hypoxia; PubMed, June 2013). A major reason for this interest is that IH contributes to the pathology of serious medical conditions, such as sleep-disordered breathing (7, 66, 67) . On the other hand, IH is sometimes used to enhance athletic performance (21, 59, 121, 127) . Thus the effects of IH can be described as both "good" and "bad." What factors distinguish whether IH elicits pathology vs. physiological enhancement? At least one major factor distinguishing IH and its impact in these disparate contexts relates to the hypoxic "dose"; IH protocols described in the literature vary considerably in the severity and duration of hypoxic episodes, the interepisode intervals, and the cumulative exposure time.
With obstructive sleep apnea (OSA), IH is characterized by brief (10 to Ͼ100 s) but frequent hypoxic episodes (5 to Ͼ100 per hour) for 8 -12 h/day (8). This pattern of IH can continue for years in individuals with OSA and triggers multiple pathologies (see below). In contrast, protocols that enhance athletic performance consist of a single exposure per day that lasts for more than 1 h; these protocols are thought to improve aerobic performance by inducing hypoxia-sensitive genes that regulate oxygen delivery to the tissues. Thus the balance of pathology vs. functional benefits is closely related to details of the IH exposure, essentially an "IH dose" (FIGURE 1). Although many IH protocols are reported in the literature, the specific "dose" of IH exposure of most benefit is unknown and may depend on the pathophysiology and/or training regime involved.
Two unexpected and only recently recognized benefits of IH are 1) improved respiratory and nonrespiratory somatic motor function, and 2) increased growth/trophic factor expression in the central nervous system (CNS). Even modest, lowdose IH protocols improve motor function and increase CNS expression of multiple growth/trophic factors, including brain-derived neurotrophic factor (BDNF), vascular endothelial growth factor (VEGF), and erythropoetin (EPO), albeit through distinct cellular mechanisms. BDNF is likely upregulated via chemoafferent activation, triggering serotonin release and initiating cell signaling cascades that increase BDNF synthesis; VEGF and EPO, in contrast, are HIF-regulated proteins. Each of these growth factors is expressed in motoneurons, and each confers neuroprotection and neuroplasticity. Here, we make the argument that at least some IH-induced motor plasticity results directly from an upregulation of these hypoxia-sensitive growth/trophic factors.
The focus of this brief review concerns the relatively unexplored, beneficial effects of IH in the CNS, with emphasis on recent discoveries concerning IH-induced motor plasticity. In specific, we will review 1) the hazards of high-dose IH; 2) the benefits of low-dose IH (i.e., neuroprotection and plasticity); 3) what is known concerning the roles of growth/trophic factors in mechanisms of IH-induced motor plasticity; and 4) the potential to harness low-dose IH as a therapeutic tool to treat motor deficits in devastating clinical disorders as diverse as spinal injury and ALS.
High-Dose IH
Although IH experienced by humans with OSA often occurs over years, most animal models involve exposure to chronic intermittent hypoxia (CIH) for more limited durations (4 days to 4 wk; Refs. 33, 41). For technical reasons relating to the speed at which oxygen can be exchanged in a chamber large enough to hold rodents, the frequency of hypoxic episodes during CIH is usually limited to ϳ10 -20/h, which most closely simulates the IH of only mild OSA. Most CIH protocols published in the literature also utilize relatively severe levels of hypoxemia within hypoxic episodes, reaching arterial saturations well below 85%. In contrast, OSA patients only occasionally reach similar desaturation levels.
Although OSA-induced pathology (7, 40, 66, 67) develops over years, at least some pathology can be reproduced in rats exposed to CIH for Ͻ1 mo, including systemic hypertension (32, 33, 66, 87, 94) , impaired baroreflexes (45), and synaptic transmission in the nucleus of the solitary tract (58), metabolic syndrome (117), hippocampal cell death (41), and cognitive deficits (17, 44, 99) .
CNS pathophysiology induced by CIH most likely arises from neuro-inflammation (41). Although the specific CNS cell types giving rise to these IH-induced toxic, neuro-inflammatory effects have not been conclusively demonstrated, microglia (i.e., the CNS resident immune cells) most likely play a dominant role (FIGURE 2; Refs. 42, 61). Microglia in the healthy CNS exhibit a surveillance phenotype that synthesizes and releases neuroprotective growth/trophic factors. On the other hand, "high-dose" IH (i.e., CIH) may activate microglia toward a toxic, pro-inflammatory phenotype that triggers pathology, including hippocampal apoptosis, impaired synaptic plasticity, and cognitive impairment (41). Acute CNS inflammation also undermines the capacity for spinal respiratory neuroplasticity (51, 52, 120).
Despite ongoing CNS pathology, CIH also elicits unique forms of CNS neuroplasticity and metaplasticity (35, 63a, 85) . Although the functional significance of CIH-induced plasticity to OSA remains unclear (70, 79) , we now know that similar plasticity can be elicited by even modest (i.e., low dose) IH without apparent pathology (Refs. 68, 128; FIGURE 3).
Low-Dose IH: The Good Without the Bad?
Early exploration of potential benefits from modest IH occurred in the former Soviet Union; IH was used to treat clinical disorders ranging from psychiatric depression to hypertension (for review, see Ref. 106 ). More recently, we have come to realize that modest IH enhances respiratory and nonrespiratory motor systems (27, 28, 68, 83, 84, 119, 120) , including even single presentations of acute intermittent hypoxia (AIH; 3 to 15 total episodes; 5 min in duration with 5 min intervals) in adults (3, FIGURE 1. Varied exposures represent a dose of IH ranging from a few minutes per day to many hours per day over days to weeks Although high-dose IH still elicits functional benefits (35), it shifts the balance from net benefit to unacceptable pathology. Conceptually, nearly all IH doses elicit beneficial ("good") effects, including neuroprotection and the induction of respiratory and somatic motor plasticity. These low-dose IH exposures do not elicit detectable pathology ("bad"), such as hypertension (128) , hippocampal apoptosis, or reactive gliosis (68) . Although high-dose IH still elicits functional benefits (35, 63a), it shifts the balance from net benefit to unacceptable pathology. Finding an optimal IH dose is key to developing effective therapies for clinical disorders that impair motor function, such as spinal injury or ALS.
118, 119) and neonates (80) , as well as repetitive AIH (rAIH), consisting of repeated AIH presentations over days to weeks (27, 83, 120) . Recently described rAIH protocols consist of daily AIH (dAIH: 10 episodes for 7 days; Refs. 68, 128) or repeated AIH (10 episodes) three days per wk for 4 to 10 wk (101) . These protocols were developed with the idea that we can harness IH therapeutically by choosing a low dose where benefits outweigh pathology.
Our explorations of cellular/synaptic mechanisms giving rise to rAIH-induced motor plasticity reveal a common theme: the plasticity requires hypoxia-inducible growth/trophic factors also known to elicit CNS neuroprotection (27, 38, 85, 114) . In this brief review, we will now focus on what is known concerning the roles of three hypoxiasensitive growth/trophic factors in IH-induced motor plasticity: brain-derived neurotrophic factor (BDNF), vascular endothelial growth factor (VEGF), and erythropoietin (EPO).
BDNF
BDNF is a neurotrophin first known for its ability to confer neuroprotection in developing and adult animals (5, 54, 74, 75, 116, 122) . Of particular note, BDNF is neuroprotective in spinal motoneurons (6, 13, 90), enhances diaphragm neuromuscular junctions (136, 73) , and restores rhythmic phrenic activity below a cervical spinal hemisection (109) . In other regions of the CNS, BDNF plays key roles in multiple forms of activity-dependent synaptic plasticity and learning and memory (12, 14, 64, 72, 102) .
BDNF signals predominantly through its highaffinity receptor tyrosine kinase, tropomyosinregulated kinase B (TrkB), as well as through a low-affinity receptor, p75 (2, 48, 96). Downstream TrkB signaling cascades include ERK/ MAP kinases, PI3Kinase/Akt, Src, and PLC␥ (2, 48, 96).
BDNF and Intermittent Hypoxia
BDNF expression is regulated by oxygen in whole brain (63), brain microvascular endothelial cells (123) , hippocampus (37, 139), and the upper cervical spinal cord (4, 128). TrkB is regulated by hypoxiainducible factor-1 (HIF-1), a key transcription factor regulating hypoxia-sensitive genes (76) . Thus TrkB expression is upregulated in whole brain following hypoxia/ischemia (88) .
The impact of prolonged IH on BDNF expression in the CNS is somewhat unclear since CIH (8 h/day; 14 days) has been reported to profoundly decrease hippocampal BDNF levels, an observation suggested to account for associated deficits in cognitive function and hippocampal synaptic plasticity (129) . However, IH effects on hippocampal BDNF may be critically dependent on the duration of IH, since shorter exposures (4 h/day; 14 days) promote BDNF-dependent hippocampal neurogenesis and antidepressant effects (139).
Repetitive AIH (dAIH; 3 times/wk for 4 or 10 wk) increases BDNF expression in respiratory (68, 101) and nonrespiratory motoneurons (Satriotomo I, Dale EA, Mitchell GS, unpublished observations), demonstrating the potential to play key roles in motoneuron survival and plasticity. In association, rAIH upregulates TrkB and major downstream signaling molecules (ERK and Akt) in respiratory and nonrespiratory spinal motoneurons (Refs. 68, 101; Satriotomo I, Dale EA, Mitchell GS, unpublished observations).
BDNF and Respiratory Plasticity
AIH elicits long-lasting respiratory motor plasticity (FIGURE 3), including long-term facilitation of phrenic (pLTF; Refs. 3, 4a, 89) and diaphragm activity (118) . Similar long-term facilitation is observed in inspiratory intercostal nerve (34a) and muscle activity (Navarette Opazo A, Mitchell GS, unpublished observations). Distinct cellular pathways give rise to phenotypically similar longlasting phrenic motor facilitation (pMF), and several of these require BDNF synthesis and/or TrkB receptor activation (Ref. 27; FIGURE 4).
Following a single presentation of moderate AIH, pLTF requires serotonin-dependent BDNF synthesis followed by TrkB (4) and ERK MAP kinase activation (49a). Indeed, cervical spinal TrkB receptor activation is sufficient to elicit pMF without hypoxia (4). This cellular mechanism is referred to as FIGURE 2. In the healthy CNS with no, or "low-dose" IH, microglia are in a "surveillance mode" that promotes neuron viability and function by releasing growth/trophic factors that confer neuro-protection and/or increase synaptic strength (i.e., plasticity)
In contrast, high doses of IH, such as chronic IH, may activate microglia to a toxic, pro-inflammatory phenotype that triggers neuronal apoptosis and undermines synaptic plasticity.
the "Q pathway" to pMF, since multiple metabotropic Gq protein-coupled receptors elicit pMF by a similar BDNF synthesis-dependent mechanism; receptors known to elicit similar pMF include 5HT2A and 2B (69) as well as ␣1-adrenergic receptors (27).
A distinct cellular mechanism gives rise to pLTF following AIH, consisting of severe hypoxic episodes (89), or cervical spinal activation of adenosine 2A (38) or serotonin type 7 receptors (49). This alternate pathway to pMF is independent of new BDNF synthesis but requires new synthesis of an immature TrkB isoform that appears to autophosphorylate and signal from within the cell (38, 49). This cellular mechanism has been termed the "S pathway" to pMF since multiple Gs proteincoupled metabotropic receptors elicit pMF via this cellular cascade [5HT7 (49); A2A (38)]. Thus the BDNF/TrkB system plays critical roles in multiple forms of AIH-induced respiratory motor plasticity.
VEGF
VEGF was originally recognized for its roles in angiogenesis (24) and regulation of cell permeability (105) , and is now known to play important roles in promoting neuronal survival and plasticity. Although several VEGF isoforms and receptor subtypes exist (98), VEGFA-165 and its primary receptor VEGFR-2 are most frequently studied. VEGFR-2 is a receptor tyrosine kinase that signals via ERK and Akt activation, similar to TrkB (34, 135). VEGF regulates hippocampal neurogenesis (31, 62) and long-term memory formation (19, 91) . Of particular importance to this review, VEGF is expressed in spinal motoneurons (46), where it is neuroprotective and hypoxiaregulated (39, 115, 135).
VEGF and IH
VEGF expression is regulated by hypoxia-inducible factor 1 (HIF-1; Refs. 104, 124) . Increased HIF-1␣ levels increase VEGF expression, and this upregulation is more robust with intermittent vs. sustained hypoxia (132, 133) . With IH, robust HIF-1␣ stabilization occurs via novel NADPH oxidase, mTOR, and PKC-dependent mechanisms (132, 133) . Repetitive AIH upregulates VEGF and VEGF-R2 in phrenic (101) and nonrespiratory spinal motoneurons, as well as the motor cortex (Satriotomo I, Dale EA, Mitchell GS, unpublished observations). These neurochemical data suggest the potential for VEGF to play important roles in motoneuron plasticity. One likely possibility is that VEGF enhances motor output over longer time domains relative to BDNF. If true, such effects may contribute to respiratory plasticity or meta-plasticity after CIH (63a) or chronic sustained hypoxia (93) .
VEGF and the Neural Control of Breathing
The role of VEGF in ventilatory control has only recently been explored. The peripheral, carotid body chemoreceptors undergo profound structural plasticity after chronic sustained hypoxia, an effect attributed, at least in part, to VEGF (23). VEGF and VEGFR-2 are both expressed in phrenic motoneurons, where they elicit long-lasting ERK and Aktdependent pMF (Ref. 29; FIGURE 4). Although rAIH upregulates VEGF and VEGFR-2 in phrenic motoneurons (101), there is no evidence that this effect enhances VEGF-induced pMF (25). Important questions remain concerning the (multiple) roles of VEGF in respiratory plasticity, particularly with prolonged IH. EPO EPO was originally described as a hematopoietic factor (9, 10, 56). However, EPO and its receptor (EPO-R) are also expressed in the mammalian CNS (11, 16, 30, 77, 78) , where it is neuroprotective for hippocampal (110, 130) and spinal motoneurons (22, 53, 81, 86) . EPO-induced neuroprotection is ERK-and Akt-dependent (57, 108, 138), similar to BDNF/TrkB and VEGF. EPO also regulates hippocampal synaptic plasticity (1, 126).
EPO and IH
EPO is regulated by HIF-1 (124, 125) , and possibly HIF-2 (131). EPO exerts beneficial effects on exercise training (21, 59, 121, 127) , and likely contributes to the FIGURE 3. Low-dose IH elicits spinal respiratory motor plasticity For example, a single presentation of acute intermittent hypoxia (AIH: 3-10 episodes, 5-min duration, 5-min intervals) elicits phrenic (and diaphragm), long-term facilitation (3, 118). Similar, but greater relative effects are observed in the inspiratory intercostal nerves/muscles (34a). These forms of respiratory motor plasticity can be harnessed to recover lost breathing capacity by exposing rats with cervical spinal injuries to daily AIH (7 days; Ref. 68) . Similar motor plasticity is also observed in limb function (68, 119) , demonstrating that IH elicits plasticity in diverse motor systems. Understanding mechanisms giving rise to respiratory motor plasticity may guide development of novel therapies to treat motor impairment in diverse clinical disorders, including spinal cord injury and ALS. efficacy of "live-high, train-low" theory where athletes live in higher altitudes to increase vascularization and red blood cell production but train (and compete) at lower altitudes where greater maximal oxygen consumption is possible. By increasing EPO at altitude, increased blood hemoglobin (and oxygen) concentrations increase aerobic scope and the ability to train with intensity at lower elevations. This theory does not address the question of whether there are other benefits to hypoxic training associated with the CNS. IH-induced EPO production exerts psychiatric antidepressant effects in rats and humans (36, 82), protects against ischemia-reperfusion injury (18), and improves learning and memory (1, 100, 107, 137) . Collectively, the limited available evidence is consistent with a prominent role for EPO in various forms of plasticity, including respiratory and nonrespiratory motor plasticity. This is an area of research that warrants further investigation.
EPO and the Neural Control Of Breathing
-threatening apneas. Downregulation of the soluble EPO receptor is necessary for ventilatory acclimatization to sustained hypoxia, indicating that EPO plays a role in this longstudied form of respiratory plasticity (113) 
Significance

Biological Significance
Although there is clear evidence that prolonged IH elicits some pathology, the CNS appears to have considerable capacity to "fight back," effectively The "Q" pathway (left; purple) is elicited by intermittent activation of Gq-coupled metabotropic receptors (e.g., 5-HT2 or ␣1), followed by PKC activation, new BDNF synthesis, TrkB activation, and activation of ERK MAP kinases (pERK; Ref. 27). The mechanism whereby pERK elicits pMF remains unknown but may involve changes in respiratory motoneuron excitability and/or synaptic strength. The "S" pathway (right; green) is elicited by Gscoupled metabotropic receptors (e.g., 5-HT7 and A2A), PKA activation, new synthesis of an immature TrkB isoform, and downstream signaling via Akt phosphorylation/activation (pAkt; Ref. 38). The mechanism whereby pAkt elicits pMF remains unknown but may involve changes in respiratory motoneuron excitability and/or synaptic strength. Although important details distinguish them, the BDNF/TrkB system plays a critical role in both the Q and S pathways to pMF. Other hypoxia-sensitive growth/trophic factors elicit pMF via ERK-and Akt-dependent mechanisms, including VEGF (V pathway) and EPO (E pathway). The biological significance of diverse cellular cascades to pMF remains unclear, but they may impart adaptability as an animal copes with diverse stimuli that differ in (for example) severity, pattern, or cumulative duration (89) . Regardless, the existence of so many hypoxiainduced pathways gives many options as we attempt to devise repetitive AIH protocols for therapeutic benefit. minimizing functional impairment. Thus the brain adapts to sublethal stressors such as hypoxia, ischemia, and excitatory toxicity via preconditioning ("that which does not kill you, makes you stronger"). In particular, the ability to upregulate growth and trophic factors that confer neuroprotection following "low-dose" IH represents a form of preconditioning that would protect against future (or ongoing) hypoxic insults. The ability of these same growth factors to elicit motor plasticity is more difficult to explain, particularly given similar effects on both respiratory and nonrespiratory motor systems. Enhanced respiratory motor function after IH will preserve oxygenation in the event of future hypoxic events and may even prevent future hypoxic episodes by stabilizing breathing (e.g., preserving upper airway patency). The purpose of nonrespiratory somatic motor plasticity is less clear. An interesting possibility is that IH-induced motor plasticity is a phylogenetically ancient response to fluctuating oxygen levels experienced by aquatic vertebrates. For example, fish living in environments where seasonal ambient hypoxia is common frequently respond to low oxygen by swimming in search of water with higher oxygen levels (15, 55, 60, 92, 103) . Indeed, many fish live in seasonally hypoxic water and have developed the capacity for air breathing to exploit the oxygen-rich environment above (i.e., facultative air breathing; for review, see Refs. 43, 97). In this case, swimming (locomotion) and breathing are linked, and are both associated with intermittent hypoxia experienced during the interbreath intervals. Facultative air breathing is quite common in fish and has developed in many genera (20, 43, 97). We speculate that the intermittent hypoxia increases growth/trophic factor expression, amplifying the capacity for linked motor behaviors: breathing and swimming. In terrestrial vertebrates, this same capacity may have been preserved, reflected as similar IH-induced motor plasticity in respiratory and nonrespiratory motor systems (68) .
Our recent realization that multiple, distinct signaling pathways give rise to phenotypically similar phrenic motor facilitation (27) leaves us with a question: Why do so many (seemingly redundant) pathways to motor plasticity exist? These diverse pathways may 1) enable animals a range of responses in the face of stimuli that differ in severity and/or duration [e.g., severe vs. moderate acute FIGURE 5. Hypothetical mechanism of motor plasticity following rAIH in rats and humans with chronic spinal injuries Based on our increasing understanding of cellular mechanisms giving rise to AIH-induced phrenic motor facilitation (FIGURE 4) and daily AIH (7 days)-induced changes in key molecules within respiratory and nonrespiratory motor nuclei (68), we propose that a common mechanism underlies plasticity in both respiratory and nonrespiratory motoneurons. By enhancing synaptic inputs to motoneurons, rAIH amplifies whatever the relevant behavior is for that specific motor pool, including breathing (68) , forelimb function during ladder walking (68), or ankle strength (119) . In specific, we propose that rAIH elicits intermittent serotonin (5-HT) release within the respective motor nuclei, activating postsynaptic serotonin receptors and initiating new BDNF synthesis (4). BDNF-dependent activation of its high-affinity receptor tyrosine kinase TrkB subsequently strengthens spared synaptic pathways to motoneurons, improving motor function after spinal injury. Since the combination of SCI and rAIH increases TrkB phosphorylation and activation more than either stimulus alone (68) , rAIH may be particularly effective after chronic spinal injury. Thus rAIH is safe, easy to administer, triggers spinal plasticity, and may be an effective therapeutic approach to enhance motor function in persons with chronic spinal injuries. (89); acute vs. chronic intermittent or sustained hypoxia]; 2) enable alternative mechanisms of achieving motor facilitation when primary pathways are not functional [e.g., with inflammation or during acute spinal cord injury (52, 120)]; and/or 3) confer the capacity to express emergent properties, such as pattern sensitivity and/or metaplasticity (29a). Studies to understand these basic questions and to explore the potential translation to relevant therapeutics in cases of respiratory (and nonrespiratory) motor deficits are ongoing.
Clinical Significance
The impact of low-dose IH on respiratory and nonrespiratory somatic motor systems has considerable potential as a therapeutic approach to restore motor function in severe clinical disorders (83) . This concept has been developed most extensively following chronic spinal cord injury (FIGURE 5). In particular, we now know that modest dAIH has remarkable capacity to restore lost breathing capacity and forelimb function in rats with chronic cervical spinal injuries (68) . Of considerable importance, dAIH elicits phenotypic plasticity in spinal motoneurons (see below) and improved motor function without hypertension (128) or hippocampal pathology, such as reactive gliosis or neuronal cell death (68) . This approach has been extended to humans with chronic, incomplete spinal injuries (Ͼ1 yr postinjury; ASIA C and D). In these individuals, even a single presentation of AIH (15 bouts) increases ankle strength for at least 4 h (119) . In preliminary studies, dAIH appears to improve over-ground walking (47).
In rats with cervical spinal injuries, dAIHinduced recovery of lost respiratory and limb function is associated with an upregulation of BDNF and TrkB in the relevant cervical spinal motor nuclei, suggesting that the BDNF/TrkB plays a critical role in the mechanism of recovery (68) . However, a direct, causal relationship between BDNF/TrkB upregulation and functional recovery was not explored in this study, nor were changes in VEGF or EPO. The specific roles of BDNF, VEGF, and EPO in rAIH-induced recovery of breathing and limb function after cervical spinal injury is a promising area for future research.
rAIH holds promise in the treatment of diverse clinical disorders that cause respiratory and nonrespiratory motor impairment. For example, AIH (at least temporarily) restores lost phrenic motor output at disease end-stage in a rodent model of ALS (89) . Other disorders with associated motor deficits (e.g., stroke, cerebral palsy, PD, MS) may also benefit from rAIH, but these possibilities have not yet been explored. Collectively, currently available evidence strongly suggests that modest protocols of IH have considerable potential as a safe and effective means to restore lost motor function in patients with motor impairment from diverse clinical disorders.
Future Directions
Although we focused on the potential of IH to induce motor plasticity in clinical disorders that impair respiratory and nonrespiratory motor function, the same concepts raise interesting questions such as: Does rAIH improve neuro-motor function in normal individuals? Can rAIH be used to enhance athletic motor performance (i.e., coordination etc.)? We do know that AIH elicits respiratory motor plasticity (27, 85a) and upregulates BDNF expression near the phrenic motor nucleus in normal rats (4). Furthermore, rAIH upregulates BDNF and VEGF in respiratory (101, 128) and nonrespiratory motor nuclei in normal rats (101) . Thus rAIH may enhance neuro-motor function and athletic performance in normal humans.
Along similar lines, very little information is available concerning the impact of developmental stage on IH-induced motor plasticity. We do know that chronic intermittent hypoxia in development attenuates adult AIH-induced pLTF (95) and that middle-aged males (not females) lose capacity for AIH-induced pLTF (134) . Thus life stage is another crucial variable to take into consideration.
Finally, is it possible that upregulation of hypoxiasensitive growth/trophic factors in regions of the brain associated with learning and memory could enhance cognitive function? These intriguing possibilities have not been adequately explored. Ⅲ We thank J. J. Watters for critiquing parts of this manuscript and R. S. Dhillon for discussions concerning airbreathing in fish.
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